Introduction
The Department of Neurosurgery at the Medical College of Wisconsin provides a broad-based subspecialty, handson training program. Residents are exposed to a large volume of clinical cases, covering the full depth and breadth of neurosurgical practice. Operative experience begins early in training. This is supplemented by exposure to and involvement with internationally renowned neurosurgical researchers, utilizing our extensive departmental research resources. This training takes place in a supportive, collegial atmosphere in a major Midwestern city. Our facilities include a nationally recognized children's hospital, a large tertiary care center with an active trauma center, a Veterans' Affairs Administration hospital that is a regional referral center, and exceptional departmental research facilities.
The Neurosurgical Residency Program at the Medical College of Wisconsin is a seven-year program under the direction of the Department of Neurosurgery, the Medical College of Wisconsin, and the Office of Graduate Medical Education. Graduates of this residency program have gone on to become leading clinicians and researchers in the profession.
Educational Goals of the Program
The primary goals of the Medical College of Wisconsin Neurosurgery Residency Program are to produce knowledgeable, skilled, safe, humanitarian, and collegial neurosurgeons that can contribute to their community and to their profession. These men and women are bright, dedicated, and enthusiastic. Providing them with the knowledge and experience necessary to achieve board certification and the education and training to master the six core competencies set by the ACGME, (Medical Knowledge, Patient Care, Practice-based Learning and Improvement, Systems-based Practice, Professionalism, and Interpersonal & Communication Skills), will allow the graduating resident his or her choice of career pathway, including academic practice, private practice, or additional sub-specialty fellowship training.
Application to the Program and Selection of Residents
Our program only accepts applications through the Electronic Residency Application Service (ERAS) and the match is done through the National Residency Match program (NRMP). Details for each process are at their websites, https://students-residents.aamc.org/ and http://www.nrmp.org/. We accept applications from mid-September through October. The Department reviews applications and offers invitations to interview to selected applicants. There are four, one-day interview dates from which to choose. Candidates have the opportunity to have dinner with current residents the evening before their selected interview date. Interviews are usually in November and December each year.
Candidates meet a number of faculty members on the day of the interview. They will also have a guided tour of the hospitals and research facilities. At the conclusion of candidate interviews, the faculty and residents discuss all candidates based upon personal interviews and information provided in their application. The final rank list is submitted to the NRMP for processing to match one or two positions per year. On Match Day, the Program Director contacts the matched candidate(s).
Resident Supervision
The Neurosurgery Residency Program follows MCWAH's Institutional Policy, Supervision of Housestaff that is on the MCWAH InfoScope site.
Additional program-specific guidelines are as follows:
• Residents may perform inpatient or outpatient consultations on a routine or emergency basis. The resident will communicate with the supervising faculty regarding the patient's condition and diagnostic studies to formulate treatment plans. The faculty will directly confirm the examination and interpretation of imaging studies as needed. Communication with faculty should occur at the time of initial consultation for critically ill or unstable patients, patients with unexpected deterioration, patients with need for ICU care, and patients under consideration of surgery, or when requested by patient or family members.
• Residents may perform daily assessment of hospitalized patients. Communication with faculty should occur for critically ill or unstable patients, patients with unexpected deterioration of condition, patients with need for ICU care, and patients under consideration of surgery, unexpected deaths, or when requested by patient or family members. Faculty will evaluate patients daily or more frequently as needed to confirm resident assessments and collaboratively establish treatment plans with the residents.
• No major or minor procedures is performed without discussion and approval of the attending physician.
Residents may perform procedures when their skill level has been determined to be "independent" for the procedure. Otherwise, the procedure must be directly supervised by the faculty, or by another resident with skill at the "instructor" level for that procedure.
• Patients requiring admission to the hospital must be discussed with the Attending Faculty as outlined above or with the Chief Resident when above conditions do not apply.
• The resident will provide documentation of faculty participation in patient care in the medical record.
Faculty will provide documentation of their participation in patient care in the medical record.
• All residents will comply with hospital policies and procedures as they pertain to patient care and documentation.
• In the Department of Neurosurgery, the default level of supervision is Direct, unless the patient's attending neurosurgeon has previously designated otherwise.
Transitions of Care/Hand-offs
The Neurosurgery Residency Program follows MCWAH's Institutional Policy, Transitions of Care found on the MCWAH InfoScope site.
• Froedtert Memorial Lutheran Hospital: o Morning rounds -All in attendance will have an updated patient list printed daily each morning prior to beginning AM rounds. Overnight events/consults/operations/new patients and pertinent lab/radiology findings are discussed with FMLH Chief, residents, rotating interns, medical students, etc. This is followed by rounds to see patients, discuss plans for the day, and integrate care with the mid-level provider team. The chief and senior residents will communicate with the attending neurosurgeons regarding their patients during this time and update the plans for each patient. Similar sessions of updating the patient list occur throughout the day between the residents and the mid-level providers. o Evening sign-out -This will occur when the resident covering the night is available to meet with the FMLH resident holding the 'hot' pager. The chief resident will be present unless otherwise unavailable. Each patient will be discussed in detail including events of the day, pertinent lab and radiology findings, and plans for the following day/future. The chief resident will contact the resident holding the pager for any updates if unable to attend the evening sign-out. Residents also round daily on patients whose surgery they have assisted on. • Children's Hospital of Wisconsin/ o Weekdays -Designated CHW resident coverage from 5:30 AM to 5:30 PM unless the CHW resident is off-duty. Then this responsibility is assumed by the CHW APP staff during that day. o Weeknights -The on-call resident covers both CHW and VAMC from home. The CHW resident/PA will sign out to on call resident at approximately 5:30 PM. A printed list of patients is available for the covering resident at time of sign-out. Overnight events/consults/new admits/surgeries are then discussed in similar fashion the following morning between the overnight resident and the designated CHW resident APP. o Weekends -On call resident is home call for CHW and VA from Friday 6PM until Monday 6AM.
Sign-out occurs as described above on Friday evening and again on Monday morning. During weekends, the same resident will cover the VA as well. Patient information including diagnosis, exam, pertinent lab and radiology findings, plan, and attending physician is shared for each patient.
• Clement J Zablocki VA Medical Center:
o Weekdays: Monday through Friday the VA Chief Resident covers the service unless off-duty in which case this responsibility is assumed by the APP staff. o Weeknights: sign out to on call resident (home call covering both CHW/VA) o Weekends: On call resident is home call for CHW and VA from Friday 6PM until Monday 6AM.
Sign-out occurs as described above on Friday evening and again on Monday morning. During weekends, the same resident will cover CHW well.
The Neurosurgery Residency Program will assess residents on their utilization of the standardized transitions of care process and their communication skills using regularly administered departmental evaluations.
Program Evaluation Committee (PEC)
The Neurosurgery Residency Program follows MCWAH's Institutional Policy, Program Evaluation Committee on the MCWAH InfoScope site.
• Membership shall include the Department Chair, Residency Program Director, Associate Program Director, and a senior resident (who will serve a term of 1 year).
• The PEC will meet at least once per year. Minutes of each meeting will be taken by the Program
Coordinator and distributed to all members.
• The PEC will:
o plan, develop, implement, and evaluate the educational activities of the Neurosurgery Residency program; o review and make recommendations for revision of curriculum goals and objectives; o address areas of non-compliance with the requirements of the Accreditation Council for Graduate Medical Education (ACGME), o conduct an annual program evaluation (APE) and monitor program progress in addressing areas in need of improvement identified during the APE.
Clinical Competency Committee (CCC)
Programs must comply with the MCWAH policy, Clinical Competency Committee. Should there be a conflict between the MCWAH policy and the program information outlined below, MCWAH's policy takes precedence.
• The program director appoints the Clinical Competency Committee.
• At a minimum, the Clinical Competency Committee is composed of three members of the program faculty, including the Department Chair and Residency Program Director. o Others eligible for appointment to the committee include faculty from other programs and nonphysician members of the health care team.
• The responsibilities of the Clinical Competency Committee include:
o review of all resident evaluations semi-annually; o preparation and reporting of Milestones evaluations of each resident semi-annually to ACGME; o advising of the program director regarding resident progress, including promotion, remediation, and dismissal.
Evaluation Process
The Neurosurgery Residency Program follows MCWAH's Institutional Policy, Evaluation of Housestaff on the MCWAH InfoScope site.
Evaluation of Residents

Evaluation of Residents by Neurosurgery Faculty (every six months)
Every six months a resident evaluation form is sent to the Neurosurgery clinical faculty and staff via New Innovations Software. A 10-point rating system for core categories and free text for refinements and elaborations is used. The numerical ratings are collated and trended. The Clinical Competency Committee (CCC) then meets to review the evaluations. Other elements of the residents performance are reviewed including primary written board examination, conference attendance, research progress, teaching and administrative responsibilities. The resident operative logs for the time period are also reviewed. Based on all the information, milestone levels are set for each resident and submitted to the ACGME. The evaluations are reviewed with each resident individually by the program director and documented in a written report.
Evaluations of Residents by Non-Neurosurgery Clinical Faculty (at the completion of non-neurosurgery clinical rotations)
One week before a resident completes a non-neurosurgery clinical rotation, the non-neurosurgery clinical faculty responsible for the rotation receives an evaluation form via New Innovations software. A 10-point rating system for core categories and free text for refinements and elaborations is used. The numerical ratings are collated and trended. The evaluations are discussed with the residents during the individual evaluation meetings with the program director.
Evaluation of Faculty
Annually, residents perform anonymous evaluations of each of the faculty members via New Innovations software. The tool includes numerical ratings of core categories and free text for elaboration. The department chair reviews the results.
Loop Closure
Regular meetings are held with the all the residents (in a group) with the Program Director. Discussions cover anything related to the residency program, including, but not limited to: rotations, policies, duty hours, on-call schemes, and conferences. In addition, the Program Director and Associate Program Director are readily available throughout the year to address the residents' questions or concerns regarding program activities or personal issues.
Duty Hours
The Neurosurgery Residency Program follows MCWAH's Institutional Policy, Duty Hours on the MCWAH InfoScope site.
Residents are expected to log their hours in New Innovations within two days of working.
Maximum Hours of Work per Week
• Duty hours must be limited to 80 hours per week, averaged over a four-week period (or month for a monthlong rotation), inclusive of all in-house call activities.
Mandatory Time Free of Duty
• Residents must be scheduled for a minimum of one day free of duty every week (when averaged over four weeks or month in a month-long rotation). At-home call cannot be assigned on these free days.
Maximum Duty Period Length
• Duty periods of PGY-1 residents must not exceed 16 hours in duration.
• Duty periods of PGY-2 residents and above may be scheduled to a maximum of 24 hours of continuous duty in the hospital.
• The program encourages residents to use alertness management strategies in the context of patient care responsibilities. Strategic napping, especially after 16 hours of continuous duty and between the hours of 10:00 p.m. and 8:00 a.m., is suggested.
• It is essential for patient safety and resident education that effective transitions in care occur. Residents may be allowed to remain on-site in order to accomplish these tasks; however, this period of time must be no longer than an additional four hours.
• Residents must not be assigned additional clinical responsibilities after 24 hours of continuous in-house duty.
• In unusual circumstances, residents, on their own initiative, may remain beyond their scheduled period of duty to continue to provide care to a single patient. Justifications for such extensions of duty are limited to reasons of required continuity for a severely ill or unstable patient, academic importance of the events transpiring, or humanistic attention to the needs of a patient or family.
• Under those circumstances, the resident must:
o appropriately hand over the care of all other patients to the team responsible for their continuing care; and, o document the reasons for remaining to care for the patient in question and submit that documentation in every circumstance to the program director. This should be documented in New Innovations and the Program Director will review and if the violation is justified, it will be removed from the duty hour log. o The program director will review each submission of additional service, and track both individual resident and program-wide episodes of additional duty.
Minimum Time Off between Scheduled Duty Periods
• PGY-1 residents should have 10 hours, and must have eight hours, free of duty between scheduled duty periods.
• Intermediate-level residents (PGY-2 residents) should have 10 hours free of duty, and must have eight hours between scheduled duty periods. They must have at least 14 hours free of duty after 24 hours of inhouse duty.
• Residents in the final years of education (residents at the PGY-3 level and beyond) must be prepared to enter the unsupervised practice of medicine and care for patients over irregular or extended periods. o This preparation must occur within the context of the 80-hour, maximum duty period length, and one-day-off-in-seven standards. While it is desirable that residents in their final years of education have eight hours free of duty between scheduled duty periods, there may be circumstances when these residents must stay on duty to care for their patients or return to the hospital with fewer than eight hours free of duty. o Circumstances of return-to-hospital activities with fewer than eight hours away from the hospital by residents in their final years of education must be monitored by the program director. Duty hours reports will be periodically reviewed by the program director and program coordinator. o Residents at the PGY-3 level and beyond may stay on duty or return to the hospital with fewer than eight hours free of duty under specific circumstances: required continuity of care for a severely ill or unstable patient, or a complex patient with whom the resident has been involved; events of exceptional educational value; or, humanistic attention to the needs of a patient or family.
Maximum Frequency of In-House Night Float
• The Program does not currently use a night float system. However, should one be implemented: o Residents must not be scheduled for more than six consecutive nights of night float o Night float should be limited to four months per year, and must not exceed six months per year.
Maximum In-House On-Call Frequency • PGY-2 residents and above must be scheduled for in-house call no more frequently than every-third-night (when averaged over a four-week period or month for a month-long rotation).
At-Home Call
• Time spent in the hospital by residents on at-home call must count towards the 80-hour maximum weekly hour limit. The frequency of at-home call is not subject to the every-third-night limitation, but must satisfy the requirement for one-day-in-seven free of duty, when averaged over four weeks.
• At-home call must not be so frequent or taxing as to preclude rest or reasonable personal time for each resident. In the event that this were to occur the resident should notify the chief resident and on-call faculty to make immediate accommodations.
• Residents are permitted to return to the hospital while on at-home call to care for new or established patients. Each episode of this type of care, while it must be included in the 80-hour weekly maximum, will not initiate a new "off-duty period".
Managing Fatigue
• All incoming housestaff are required to take an online course on Sleep-Related Fatigue (Desire2Learn).
Compliance is tracked by MCWAH.
• Residents who feel that excessive fatigue is compromising their ability to participate in patient care are required to notify the Chief Resident and/or faculty immediately in order to make safe accommodations
Residents are expected to notify the chief resident, attending or program director if they are concerned they may soon violate a duty hour rule.
Scheduling/Vacations/Travel/Courses
1. The clinical rotation schedule will be made by the Program Director (PD). All requests regarding elective rotations should be submitted in writing to the PD. All adjustments to the clinical rotation schedule will be at the discretion of the PD with input from the Clinical Competency Committee. 2. The monthly call schedule will be created by the Program Director/Program Coordinator (PC). The monthly call schedule will be disseminated no later than 2 weeks prior to the first day of the relevant month. Any requests for alterations in the schedule should be made in writing to the PD/PC. With the exception of the Chief Resident, all residents are expected to be on call and have generally equivalent call schedules each month. (When the compliment of housestaff permits, the call burden of the resident on the research year will decrease or be eliminated.) 3. Programs must comply with the MCWAH leave policies outlined in the MCWAH Housestaff Handbook.
Should there be a conflict between a MCWAH policy and the program information outlined below, MCWAH's policy takes precedence. 4. Points of emphasis from the MCWAH Housestaff Handbook (2015) (2016) 
. Housestaff (PGY-2 and above) are allowed up to one week of educational leave, without interruption of pay or benefits, contingent upon the approval of the PD. Educational leave time is
not cumulative from year to year. 5. There will be a semi-annual meeting (Spring and Fall) between the PD/PC and the housestaff for scheduling vacation time. In Spring (April/May), the meeting will allocate vacations for the following JulyDecember time period. In the Fall (October/November), the meeting will allocate for the following January-June. Incoming residents will submit their requests shortly after arrival for the July-December block. 6. Vacation requests will be for a contiguous 7-day block, Monday through Sunday. The ability to break up a week may be done for one of the three weeks for a valid reason (e.g. job interviews) at the discretion of the PD. The resident will not be post-call on the first day of vacation, but is likely to be on duty the Saturday prior to vacation. 7. Time away for job interviews may require the use of vacation time or monthly off-days. 8. Resident vacations generally cannot overlap, however exceptions can be made at the discretion of the PD.
If there are conflicting contemporaneously requested vacation requests they will be awarded based on seniority. 9. Vacations are limited to no more than one 7-day block during a clinical rotation unless that rotation exceeds 3 months, in which case the vacation weeks should not be within the same 3 month period. Exceptions can be made at the discretion of the PD. 10. Vacations can be taken during any neurosurgical rotation. If vacation time is desired while on a rotation within another department, written permission must be obtained from that department and provided to the PD/PC. 11. Vacations will not be permitted during the 1 st two weeks of July, the last 2 weeks of June, the weeks of the main AANS and CNS meetings, the week of the board exam, the weeks of Thanksgiving and Christmas, and the week of the Chicago Review Course in Neurosurgery. Exceptions can be made at the discretion of the PD. 12. Holiday call days will be tracked by the PD/PC. These will include Labor Day, Memorial Day, July 4, Thanksgiving, Christmas Eve, Christmas Day, New Year's Eve, and New Year's Day. These counts will be provided to all the residents on a regular basis and used by the PD/PC to encourage a relatively even distribution of holiday call. 13. If a resident would prefer to observe other holidays (e.g. Yom Kippur, Rosh Hashanah), the program will try to accommodate the request with the expectation that said resident would be more likely to cover other holidays to compensate his/her peers. These alternate holidays would also be monitored by the PD.
14. Sick days will be tracked by the PD/PC. Residents should notify the PD, Chief Resident (CR) and PC when a sick day is being taken. 15. Residents who have passed their boards are expected to cover call the day before and the day of the board exam. If there are not enough passed residents to cover the two days of call for all the services, residents who are not taking the exam for credit may be required to take call as well. 16. Certain courses will be provided throughout the residency. These currently include but are subject to change based on evolving curriculums: SNS Boot Camp (2 days, PGY-1), AANS Junior Residents Course (3 days, PGY-1), SNS RUNN Course (7 days, PGY-3, 4,or 5), ABNS Board Review Course (10 days, variable PGY, same year as taking primary exam for credit). 17. Residents are encouraged to submit research to the major neurosurgical meetings (AANS, CNS, Joint Section Meetings). Exceptions can be made by the PD for major non-AANS/CNS affiliated meetings. 18. If a presentation is accepted, the resident may attend the meeting. If the resident is already exceeding the allotted one week of academic leave for the year (this includes the provided courses in #16), he/she may stay for only one night either before or after the presentation to minimize time away. 19. Any additional time away for meetings beyond the 7-day limit will require use of vacation time or off-days within a given month. 20. Reimbursement for expenses from meetings (excluding provided courses above in #16) will be limited to $3000/meeting, and $4500/resident/year. 21. No more than 2 residents can attend the same meeting. All meeting submissions must be sent first to the PD/PC to prevent conflicts at least one month prior to the abstract deadline. Conflicts will be prioritized by seniority if more than 2 abstracts are submitted by this deadline. Within a month of the abstract deadline, submissions will be prioritized by timeliness of submission. 22. During the PGY-7 year, the CR(s) may attend a major meeting without the requirement of a presentation, with the same restriction of no more than 7 days total academic leave. If there are two CRs, they cannot attend the same full-length meeting. 23. Regional cadaver labs/workshops participation will also be tracked by the PD/PC. These courses are encouraged for all residents. Once residents have attended a particular course it will be expected they cover call during subsequent courses as needed to allow other residents to attend the same in following years.
Publishing Support
1.
Publishing fees less than or equal to $200 will be reimbursed without requiring approval. 2.
Fees greater than $200 will require endorsement by a faculty member and review by the PD. a. Article processing charges >$200 will not be reimbursed for journals with impact factors <1.0. b. Extra fees for supplementary material (e.g. video), color photographs, etc. to journals with measurable impact factors (>0.3) will be reimbursed. c. Extra fees to make an article open access will not be approved.
Moonlighting
The Neurosurgery Residency Program follows MCWAH's Institutional Policy Moonlighting, which can be found on the MCWAH InfoScope site.
The MCWAH Moonlighting Policy gives the Program Director the discretion to prohibit moonlighting for all housestaff in his/her program. The Program Director has determined that moonlighting by Neurosurgery Residents is not permitted.
Other MCWAH Institutional Policies
Other MCWAH Institutional Policies are at https://infoscope.mcw.edu/GME-Intranet/MCWAH-InstitutionalPolicies.htm, including the following policies. 
ACGME Case Logs
Each resident must record, in the ACGME Case Log System, the number and type of each procedure he or she performs as either assistant resident surgeon, senior resident surgeon, or lead resident surgeon. Resident cases must be entered into the ACGME Case Log System. Residents must indicate their major role in each case: assistant resident surgeon, senior resident surgeon, or lead resident surgeon. The definitions for these roles are:
• Assistant resident surgeon: includes positioning, sterile preparation, monitoring devices, microscope preparation, participation in the initial (opening) or final (closing) portions of the case, and/or assisting the resident or staff surgeon(s). This category does not accrue case numbers for residents.
• Senior resident surgeon: may include aspects of all of the above, and must include participation in the surgical procedure between opening and closing.
• Lead resident surgeon: may include aspects of all of the above, and must include participation in the critical portion of the case.
To claim a case, a resident must 'scrub in' (i.e., scrub hands, use sterile gloves, with or without gown). There can be several residents per case but each resident may claim only one role per case (assistant, senior, or lead). There can be only one lead resident surgeon per case, but the assistant and senior resident roles are not limited in number per case. Each resident may enter one or more CPT codes per case but may claim credit for only one CPT code per case. If two residents participated in the same case, each resident may claim the same CPT code for credit for that case as appropriate and as long as the claimed roles are not the same.
Only those cases completed in the role of senior resident surgeon or lead resident surgeon will count towards the required minimum Case Log numbers. However, the Review Committee expects that the Case Log data will demonstrate increasing participation and progressive responsibility. Programs must monitor the accurate and timely entry of cases into the system. As part of monitoring resident progress towards developing competence in surgical skills, cumulative operative experience reports should be generated from the Case Log System and reviewed with each resident as part of his or her semiannual review.
The Review Committee defines a pediatric patient as one who is less than 18 years old at the time of the procedure. An adult patient is defined as one who is 18 years or older at the time of the procedure. A pediatric patient who is 18 years or older at the time of a follow-up procedure must be logged as an adult patient. 
Clinical Opportunities
A large and varied surgical experience includes spine trauma, tumors, and degenerative diseases, including all types of surgical fixation. The Neurosurgery Department is staffed by one of the most experienced surgical teams in the Midwest, offering surgical specialization in spine surgery. During the program, fellows assume increasing responsibility for operative performance, including teaching of residents in neurological surgery.
Research Opportunities
Fellows participate in both basic and clinical research, and have the opportunity to design limited studies or participate in ongoing efforts. The latter currently include investigation regarding the effects of spinal fixation, models of spondylolisthesis, spine material properties, finite element analysis of the spine, pathophysiology of spinal and spinal cord injury and its modification. Our facility includes one of the largest crash test facilities in the world. Retrospective clinical reviews of various problems can be performed, as well as limited prospective studies. Presenting research at a national forum as well as producing at least two articles for publication are necessary to enhance this educational opportunity.
Outpatient Clinic
The outpatient clinic is a vital part of resident education. Each resident is expected to participate in the out-patient clinics of whichever service to which they are assigned and to work closely with the attending in the evaluation, work-up, and follow-up of patients in the clinic. It is recognized that this out-patient experience will vary by service, and the resident is expected to work out an arrangement with the faculty on his/her service in this regard. A varied experience with all faculty members is encouraged. Although the resident's highest priority should be the operating room whenever possible, the out-patient clinic is the next highest priority. Residents who are unassigned to a procedure should attend clinic if at all possible.
Facilities
Froedtert Hospital is a 536-bed tertiary care medical center designated as a Level I Trauma Center. The fifth floor of the Froedtert Memorial Lutheran Hospital is assigned to neurosurgery critical care, acute neurosurgery, neurosurgery-neurology, and spinal cord injury rehabilitation. There are twelve Neurosurgical Intensive Care Unit beds, eighteen acute spinal cord injury beds and twenty-eight general neurosurgical beds. Overflow patient beds are available. Froedtert outpatient facilities are located in the clinic building adjacent to the hospital. There are thirteen examination rooms and a workroom in the Neurosurgery Clinic.
Children's Hospital of Wisconsin is a 306-bed freestanding hospital dedicated solely to the care of children. It functions as SE Wisconsin's only Level I pediatric trauma center. Children's is one of the busiest pediatric hospitals in the country with 13 inpatient units. For children with serious medical conditions, Children's 72-bed pediatric critical care unit is one of the largest in the nation. The Level IV, 69-bed neonatal intensive care unit cares for more than 700 critically ill babies each year and our Level IV Epilepsy Center and Neurosciences Center has 22 familyoriented rooms, 10 of which are epilepsy monitoring patient rooms.
The Zablocki Veterans Administration Medical Center is a 182-bed tertiary medical facility located approximately five miles from Froedtert Memorial Lutheran Hospital. Neurosurgical patients share a surgical intensive care unit and accommodations on the general surgical floor. Outpatient clinic facilities are in the main hospital building.
Resources and Support
The institution assures that appropriate support services, personnel, and facilities are available for its trainees. Call rooms are available for residents who are on overnight call or who are too fatigued to drive home. The residents also have a private workroom, which is located near the NICU that has computers, a printer, and several textbooks for their use. There are eight dining areas on the medical complex. Residents are provided with meal cards that can be used at the dining areas in the corresponding hospitals. Residents are also provided with a set of surgical loupes and a tablet computer in their first year. In addition, the program covers the cost of the residents' cell phone bills. A $1500/year stipend for academic expenses is also available each year for books and to offset the cost of exams and licensing fees. 
